accommodation, outreach, medication optimization, proper psychiatric assessments, adequate in-patient support, rehabilitation activities, psychosocial support packages, and rapid response for crisis. Another study found six regularly occurring features of good community care: smaller case loads, regularly visiting at home, a high percentage of contacts at home, responsibility for health and social care, multidisciplinary teams and a psychiatrist integrated in the team. However, only two of these, regularly visiting at home and responsibility for health and social care, were significantly associated with a reduction in hospitalization (Burns et al., 2006) . A further English study on all Assertive Outreach teams found none of the following components individually significantly predicted hospitalization reduction, including joint health and social care, length of the team in operation, urbanicity (distance traveled to see patients), staff number per team, case load, after-hours on calls, a psychiatrist on the team, availability of specialist skills (e.g. addictions), and specialist psychological interventions; only past admissions predicted significant positive outcome (Brugha et al., 2012) .
The other approach is to look beyond 'critical components' of the model to the broader health system. ACT studies in Europe have produced mixed results, likely attributable to socio-economic and health systems differences. Particularly where the local basic level of community care was quite advanced already, ACT appeared less effective (e.g. Killaspy et al., 2006) . Similarly, the comprehensive Cochrane's meta-regression review on community psychiatric models pointed to both fidelity to the ACT model and a high 'baseline hospital use' predicted positive outcomes for ACT-like services (Dieterich et al., 2017) . If these two variables were combined in the analysis, the ACT fidelity variable was no longer significant, but the high hospitalization base rate remained so. Therefore, a systemic factor, outside of questions about the model itself, was more powerfully explaining why services like ACT work (Catty et al., 2002; Dieterich et al., 2017) . The rapid rate of system change in China, enabled by almost unique levels of central planningexemplified by the '686 Project', the new Mental Health Act (Phillips, 2013) , the current National Mental Health Work Plan (2015-2020) to improve service coordination (Xiong and Phillips, 2016) , and latest mandate to include mental health treatment and rehabilitation in basic medical insurance planssuggest significant potential to shift in quality and the context of community service delivery.
System change will also need to look beyond formal institutions of the health system to effectively tap into some of the most important resources for effective community care in a Chinese context. In China, family is the de facto community care service as over 90% of patients live with their families, and even severely ill patients have much lower levels of homelessness, substance use, and violent history (Wang et al., 2016) . Our experience shows family support and psychoeducation are vitalwe had very positive and appreciative qualitative feedback from many families.
Much of the work assessing the impact of ACT has focused on decreasing hospitalization. A full assessment of any intermediate model should also provide the opportunity to define local priorities, such as family support and satisfaction, reducing social disturbances, social reintegration, improving quality of life and rehabilitation, etc., beyond hospitalization reduction.
At the end, this discussion may lead China to re-examine the ACT model from its very beginning, be inspired by the FACT innovations, and seek a made-in-China approach. It could start by harvesting the experience and input of Chinese experts and consumers, using a Delphi approach, followed by defining and evaluating key ingredients and develop its own fidelity scales, and perhaps producing a hybrid vehicle that is a model of the future.
Last but not the least, while it is exciting to speculate all the above, our ability to reproduce and validate a moderately high fidelity ACT in China has far-reaching immediate implications in itself. Both ACT and FACT fundamentally embody, through its recovery-oriented philosophy and intensive approach, a patient-centered treatment that is still largely foreign to Chinese practices. Current Chinese community mental health services still focus primarily on the rate of registration of patients, and ensuring low social disturbances caused by these patients through 'supervision'. One uncommon yet remarkable outcome in our study was the significant reduction in negative schizophrenia symptomsthis was likely a testimony to this model's capacity to promote social acceptance and integration, provide social skill training, and combat stigma. Thus, this successful ACT study can spur changes in China as a locally workable, internationally informed standard to promote much needed patient care model reform, and improvement and standardization of training of mental health workers in China.
